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January 2, 2008

Dallas Clinger, Administrator
Harms Memorial Hospital
P.O. Box 420

American Falls, ID 83211

RE: Harms Memorial Hospital, provider #131304

Dear Mr. Clinger:

This is to advise you of the findings of the Medicare/Licensure Fire Life Safety Survey, which
was concluded at your facility, Harms Memorial Hospital, on December 18, 2007,

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form histing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
‘affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure
that the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of



Dallas Clinger, Administrator
January 2, 2008
Page 2 of 2

being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction.

6. For corrective actions which require construction, competitive bidding, or other issues
beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
January 15, 2008, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208) 334-6626.

Sincerely,
TAYLOR BARKLEY

Health Facility Surveyor
Facility Fire Safety and Construction Program

TB/

Enclosures
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The hospital portion of the building occupies the
west wings of both the lower and upper levels of
the structure. The original building's construction
was corpleted in early 1961 and consisted of the
lower level east wing nursing facility and the lower
level and upper level hospital portions. A two
level addition was completed in early 1967
extending the upper level hospital patient wing o
the east. The nursing facility was extended into
the upper level east wing sleeping rooms in the
Fall of 1987. Both the existing and addition
buiiding construction elements are fire resistive.
Wall construction varies depending upon location
and is either concrete block; concrete: concrete
w/brick veneer; and /or , 4"/6" metal studs wfiath
& plaster. Supporting beams are combination
steel wifire proofing and/or concrete. The Fj E_“ 75
floor/celiing assembly between the lower and SN =R
upper levels consists of steel joist with 5/8" gyp
on steel channel befow and metal decking and e
poured concrete flooring above. The roof B PE
assembly is steel joists with lath/plaster attached
to the underside of a metal deck with poured
concrete above, There are a total of three {3}
exits from the lower level of the hospital portion;
two (2) directly to the exterior; and, a third through
the nursing facility on the east wing. From the

- upper level, there are three (3) exits {o the
exterior and a fourth fourth through the nursing |
facility east wing tc an enclosed stairway. There
!is also a direct exit to the exterior from the
Emergency Suite Suite and one directly to the
exterior from the former surgery service core. ;
The building is provided with a fire alarm system 1
' with off site monitoring and system smoke j
‘ detection in the exit access corridors. Portable
i fire extinguishers are provided and are
muftupurpose ABC ney power and

LABORATORY/mRECToR Wﬁ: SIGNATURE " TITLE B BATE
< ; 0eD ADMN (STRATE. 74 SANOK

Any defi cnenc\yﬁmla?r(t ending with an asterisk\(*) denotes a deficiency which the institution may he;{éxcused from correcting providing it is determined that
other safeguards provide sufficient protectidn to ¢ e patients. (See instructions.) Except for nursing hémes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a\planfof correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are Mefle available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to continued

program participation.
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K 000 Continued From page 1
lighting are provided by a diesel powered
automatic on-site aufomatic generator.

The following deficiencies were cited at the above
facility during the annual Fire/Life Safety survey
conducted on December 18, 2007. The facility
was surveyed under the LIFE SAFETY CODE,
2000 Edition, Existing Health Care Cccupancy,
adopted 11 March, 2003. In accordance with 42
CFR, 485.623

The Survey was conducted by

Taylor Barkiey,
Health Facility Surveyor
Fire/Life Safety

K 018! NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buiidings are only
required to resist the passage of smoke. Thereis
| no impediment to the closing of the doors. Doors :
are provided with a means suitable for keeping
i | the door closed. Dutch doors meeting 19.3.6.3.6 1
s are permitted.  19.36.3 ]
|
f

1
; Roller latches are prohibited by CMS reguiations

m all heatth care facilities.

i I

i

K 000

K318
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This Standard is not met as evidenced by:

Based on observations during the facility tour it
was determined that the facility failed to ensure
that there was no impediment to the closing of
corridor doors and that they are provided a
means suitable for keeping the doors closed. The
following conditions during a fire would accelerate
the spread of smoke and fire gasses into the
egress corridor, and can accelerate fire growth by
lessening the ability for fire containment

The findings inciuded: 1. The Maintenance Staff will

. . i e
1. During the tour of the facility on December 18, organize the room and remov

| 2007 at 9:50 AM, observation of the door to the all unnecessary equipment or
linen room revealed that the door was being supp!ies After the room has
prevented from being able to close by a stack of ) )
chairs and walkers piled up in the doorway. This been reorganized, the Acute
was ‘ibse“’@d by the surveyor and the Care Staff will ensure that the
maintenance supervisor. .
P door is kept clear and free of
2. During the tour of the facility on December 18, obstacles or any‘fhing else that

2007 at 9:53 AM, observation of the door to the

sterilizer room revealed that the door did not have
any latching hardware installed, and there was no
other means provided {o keep the door closed. :
This was observed by the surveyor and the 2. The door will have a fioor'
maintenance supervisor. knob with key and positive

fatching mechanism installed. | 1/29/Q8
K 046 |

;
i
i
{
| |
! H
!
i
i

prevents the door from closing. 1/ 29/&8

K 046; NFPA 101 LIFE SAFETY CODE STANDARD

‘ Emergency lighting of at least 1% hour duration is
' provided in accordance with 7.8.  18.2.9.1

!
|
i
' I
' 5
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K 046 Continued From page 3 K046
This Standard is not met as evidenced by:
Based on observations, it was determined the
facility had not ensured that emergency generator
room had backup emergency lighting. In the
i event of power and generator failure this would
ieave the room in darkness.
Findings include:
: The Generator room will have
During the tour of the facility on December 18, . .
2007 at 9:45 AM, observation of the generator an emergency ltghf installed to
room revealed that there was no emergency illuminate the generator and dll
lighting unit provided. This was observed by the .
surveyor and the maintenance supervisor. controls in the event of a power
outage. 1/29/08
K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147
Electrical wiring and equipment is in accordance ‘
; with NFPA 70, Nationai Electrical Code. 9.1.2 f
j
This Standard is not met as evidenced by:
i Based on observation, it was determined that the
i facility failed to ensure electrical wiring and
[ { equipment is in accordance with NFPA 70, i
( National Electrical Code. 9.1.2 These deficiencies ! ] !
] can cause overheating of electrical wires and ; 1‘
result in the starting of a fire. | | 1. The equipment in the lab will '
| Findings included: | ‘be arranged so that the |
! , - ; | extension cord is removed and |
« 1. During the facflity tour on December 18, 2007 :
lat 9:53 AM, observation of the Lab revealed a | j  powered by an approved power |
: power strip being powered by an extension cord. . : strip with a built in breaker. | 1/29/08
i This was observed by the surveyor and the ; :
FORM CMS-2567{02-99) Previous Versions Obsolete A0RJ21 If continuation sheet Page 4 of 6
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maintenance supervisor,
2. During the facility tour on December 18, 2007 2. The Equipment will be
at 9:55 AM, observation of the nurses station rearranged to prevent all the
revealed a multiuple electrical adapter in use. . .
This was observed by the surveyor and the equipment from coming off the
maintenance supervisor, one electrical circuit. The
remaining equipment will be
e protecto
K 155 NFPA 101 LIFE SAFETY CODE STANDARD « 155 [Placed on a surge p r and
not a multi use plug. 1/29/08
Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour period,
the authority having jurisdiction is notified, and the
; building is evacuated or an approved fire waich is
provided for all parties left unprotected by the
shutdown until the fire alarm system has been
returned to service. 9.6.1.8
This Standard is rot met as evidenced by:
Based on record review and staff interview it was
determined that the facility did not have a Fire
, Watch policy available for implementation in the
i event of a fire alarm system failure. A Fire Watch
policy provides for the safety of staff and patients
by constantly menitoring the facility for any signs . .
of a fire or other emergency. 1 A Fire Watch policy and
| procedure will be developed and
The findings included: .
| implemented by the
' During record review on December 18, 2007 at Maintenance  Manager  and |
$10:20 AM, no Fire Watch policy could be found. : . 1
- Staff stated that they did not have a Fire Watch | 'submitted fo the Hospital |
. policy for the facility. : Board on Monday January 21,
| | 08 for approval and adoption. 1/29/08
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B 000

16.03.14 Initlal Comments

The hospital portion of the building occupies the
west wings of both the lower and upper levels of
the structure. The original building's construction ’
was completed in early 1961 and consisted of
the lower level east wing nursing facility and the
lower level and upper level hospital portions. A
two level addition was completed in early 1967
extending the upper ievel hospital patient wing to
the east. The nursing facility was extended into
the upper level east wing sieeping rooms in the
Fall of 1987. Both the existing and addition
building construction elements are fire resistive.
Wall construction varies depending upon location
and is either concrete block; concrete; concrete
w/brick veneer; and /or , 4"/6" metal studs wilath
& plaster, Supporting beams are combination
steel wifire proofing and/or concrete. The
fioor/ceiling assembly between the lower and
upper levels consists of steel joist with 5/8" gyp
on steel channel below and metal decking and
poured concrete flooring above. The roof
assembly is steel joists with lath/plaster attached
to the underside of a metal deck with poured
concrete above. There are a total of three (3)
exits from the lower level of the hospital portion;
two (2} directly to the exterior; and, a third
through the nursing facility on the east wing.
From the upper level, there are three (3) exits to
the exterior and a fourth fourth through the |
nursing facility east wing to an enclosed stairway. |

There is also a direct exit to the exterior from the
Emergency Suite Suite and one directly to the
exterior from the former surgery service core.
The building is provided with a fire alarm system

- with off site monitoring and system smoke

detection in the exit access corridors. Portable

. fire extinguishers are provided and are

multépurpose ABC. Emergency power and

; ing provided by a diesel powered 3
autopiﬁc{.Q Dgziie automatic generator. :

B 000
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B 000 Continued From Page 1 ' BO0O
The following deficiencies were cited at the | F |
" above facility during the annual Fire/Life Safety ! _
i survey conducted on December 18, 2007. The ; :
- facility was surveyed under the LIFE SAFETY. ; ;
: CODE, 1985 Edition, Existing Health Care ; ;
i Occupancy, in accordance with IDAPA 16.03.14. E [
‘ | ! |
! The Survey was conducted by | 3 1‘
4T f i
| Taylor Barkley | :
| Heatth Facility Surveyor
! FirefLife Safety and Construction i !
i i j
! i ;
BB161| 16.03.14.510 Fire and Life Safety Standards | BB161
! |
' Buiidings on the premises used as a hospital ! ‘
. shall meet all the requirements of local, state, | Refer to KO18 on the Federal
and national codes concerning fire and life safety | ;
! that are applicable to hospitals. F JCMS 25.67 form for the plan of
| General Requirements, General requirerments for correction. E
! the fire and life safety standards for a hospital !
l are that: f 3
| The hospital shall be structurally sound and shall Refer to K046 on the Federal
| be mginta%ned and equipped to assure the safety ICMS 2567 form for the pIan of |
of patients, employees, and the public. ; l . g
1 On the premises of all hospitals where natural or icorrection. i
i man-made hazards are present, suitable fences, : C
. guards, and railings shall be provided to protect ! !
~ patients, employees, and the public. : ;Refer to K155 on the Federal
- This Rule is not met as evidenced by: ‘ 'CMS 2567 form for the plan of
Refer to the following Federal tags on CMS ‘correction :
2567 i ’ i
;ﬁg{l};ts rE.Jorridor doors, impediment to closing Refer to K147 on the Federal
ching.
° 'CMS 2567 form for the plan of
2. K046 Emergency lighting for generator room. correction
3. K155 Fire Watch policy
TATE FORM 821199 30ORJ21 if continuation shaet 2 of 3
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4. K147 Electrical wiring in accordance with
| NFPA 70,

Refer to KO18 on the Federal
CMS 2567 form for the plan of
correction.

Refer to K046 on the Federal
CMS 2567 form for the plan of
correction.

Refer to Ki55 on the Federal
CMS 2567 form for the plan of
correction.

i
' i

|
. | Refer to K147 on the Federal

| CMS 2567 form for the plan of
. correction

! : :
i i :
i ' %
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